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Abstract: Background:Achieving
the Sustainable Development Goal
target for neonatal mortality re-
duction requires improved access
and quality of services globally.
The extent to which neonatal
teams in the African Neonatal
Network (ANN) have knowledge,
experience and capability in qual-
ity improvement (QIl) is unknown.
Methods: ANN team members
completed baseline assessments
with three standardized QI assess-
ment tools: Beliefs, Attitudes,

Skills and Confidence in Ql
(BASIC-QI), the Institute for
Healthcare Improvement (IHI)
Improvement Capability Self-

Assessment Tool, and the IHI QI
Knowledge Application Tool-
Revised (QIKAT-R). Team lead-
ers completed a focused assess-
ment on the landscape of neonatal
QI within their hospital, region
and country.

Results: Ninety percent of ANN
team members and 100% of team
leaders completed the baseline
assessment. 41% of participants
reported prior experience in Ql.
Participants reported strong feel-
ings or beliefs regarding QI on the
BASIC-QIl, including 72.7%

strongly agreeing with ‘Using QI
in the real world will make im-
provements’. The minority of par-
ticipants agreed or strongly agreed
that they were knowledgeable in
fundamentals of QI. Just over half
of participants reported that their
hospital was in the ‘just begin-
ning’ or ‘developing’ stages. The
novel neonatal cases for the IHI
QIKAT-R showed variation in
applied knowledge (case scores: 0
to 9 of possible 9; median total
score 11 of possible 27). 35% of
teams reported collaboration on QI
prior to ANN pilot.

Conclusion: The baseline assess-
ment among ANN pilot sites
documented gaps in QI knowl-
edge, skills and their application.
As ANN focuses on improving QI
capability, learnings may have
global relevance.

Keywords: Quality Improvement;
Needs Assessment; Capacity
Building; Infant, Newborn; Infant,
Premature; Neonatal Intensive
Care Units; Africa South of the
Sahara; Global Health
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Résumé: Contexte: Atteindre
I'objectif de développement dura-
ble (ODD) relatif a la réduction de
la mortalité neonatal nécessite une
amélioration de l'accés aux ser-

99

Les participants ont exprimé de
fortes convictions quant a I'AQ
dans le BASIC-QI, notamment
72,7% qui ont fortement approuve
I'affirmation « Utiliser 'AQ dans

vices de santé et de leur qualité a la pratique permet d'obtenir des
I'échelle mondiale. Le niveau de améliorations ». Une minorité de
connaissances, d'expérience et de participants a declare maitriser les
capacité des équipes néonatales du principes fondamentaux de l'AQ.

Réseau Néonatal Africain (ANN)
en matiére d'amélioration de la
qualité (AQ) demeure inconnu.
Méthodes:Les membres des équi-
pes de 'ANN ont complété des
évaluations de référence a l'aide
de trois outils standardisés : le
BASIC-QI (croyances, attitudes,
compétences et confiance en AQ),
l'outil d’auto-évaluation des ca-
pacities d’amélioration de I'Insti-
tute for Healthcare Improvement
(IH1), et I'outil révisé d’évaluation
des connaissances et de I'applica-
tion de I'AQ de I'HI (QIKAT-R).
Les responsables d'équipe ont
également complete une evalua-
tion ciblée sur le paysage de I'AQ
néonatale dans leur hoépital, leur
région et leur pays.

Résultats: Quatre-vingt-dix pour

Un peu plus de la moitié des par-
ticipants ont indiqué que leur
hopital se trouvait au stade de «
tout début » ou de « développe-
ment ». Les cas cliniques neonatal
développés pour le QIKAT-R ont
montré une grande variabilité dans
I'application des connaissances
(scores par casde 0 a 9 sur 9 ;
score total médian 11 sur 27).
Trente-cing pour cent des équipes
ont rapport une collaboration
antérieure en AQ avant le lance-
ment du projet pilote de I'ANN.
Conclusions:L'évaluation de ref-
erence réalisée dans les sites pi-
lotes de 'ANN a mis en évidence
des lacunes dans les connais-
sances, les compétences et I'appli-
cation de I'amélioration de la
qualité. Alors que '’ANN concses

cent des membres des équipes de efforts sur le renforcement des

I’ANN et 100 % des responsables-
d’équipe ont complete I'évaluation

capacities en AQ, les enseigne-
ments tires pourraient avoir une

de référence. Quarante et un pour portée internationale.

cent des participants ont declare
une experience antérieure en AQ.

Introduction

evaluation of effective coverage for evidence-based in-
terventions and establishment of quality gaps.
There is wide agreement that the current disparities in

neonatal global health are unacceptable. Globally, 2.3'here are numerous metrics suggested for use globally,
million children died in the first month of life in 2023, nationally and sub-nationally for goal setting and track-
approximately 6,300 neonatal deaths every'dagspite  ing improvement over timeldentifying standardized
declining neonatal mortality rates globally, marked dis-facility-level metrics that are appropriate for benchmark-
parities exist across regions and countries. Regionallying and quality improvement, feasible to collect, mean-
neonatal mortality was highest in sub-Saharan Africa,ingful, valued and used locally by multi-disciplinary
estimated at 26 deaths per 1,000 live births in 2023teams remains an active area of research and collabora-
where the risk of neonatal death is ten times more likelytion globally’™? An ongoing challenge is to make better
than in a high-income country. use of existing resources and high-quality data streams,
improving efficiency and reducing data burden as qual-
International targets have been set for reduction in disity improvement is embedded into the culture of neona-
parities with the 2030 Sustainable Development Goaldal care. Batalden and Davidoff defined quality improve-
(SDGs). Target 3.2 is an end to preventable death ofment (QI) as “the combined and unceasing efforts of
newborns and children under five years of age, with alleveryone- healthcare professionals, patients and their
countries aiming to reduce neonatal mortality to at leasfamilies, researchers, payers, planners and educators- to
as low as 12 per 1,000 live birthét is recognized that make the changes that will lead to better patient out-
in order to achieve the SDG targets, maternal, newborngomes (health), better system performance (care) and
child, and adolescent health and nutrition services musbetter professional development (learnitig)here is
improve in quality and in equity of acce€ssAn impor- substantial
tant aspect to understanding and improving quality is the
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evidence from the global neonatal community that thisand range of the two independent scores in each case are

definition of QI can be realized in varied resource set-reported. All analyses are descriptive.

tings. When QI teams collaborate within a community,

enhanced learning, care and health is pos&iife. The team assessments were completed between Novem-
ber 2023 to January 2024, incorporating the baseline

The African Neonatal Association and Vermont Oxford experience of working with their newly established hos-

Network partnered to co-develop the African Neonatalpital-based neonatal QI team.

Network (ANN), a collaborative QI, learning and leader-

ship development community. The ANN launched in All teams included in this assessment received ethical

2023across 17 neonatal units in five countries, Ethiopiaclearance to participate in the ANN. The University of

Nigeria, Rwanda, Uganda and ZimbabfteThe pur-  Vermont Institutional Review Board determined that the

pose of this manuscript is to describe the baseline Quse of these surveys for the purpose of quality improve-

knowledge and attitude of ANN team members as wellment was not human subjects research.

as the QI experience and capability of ANN teams prior

to the launch of mentored QI education and the ANN

collaborative QI learning and leadership developmentResults

community.

The baseline individual team member assessments were
completed by 88 individuals from the combined ANN
team roster of 98 individuals, equating to a 90% comple-

Methods tion rate. The disciplines reported by individuals in-
cluded: 22% nursing leader, 14% midwife, 11% neona-
A multi-level assessment was developed to providetologist, 9% paediatrician, 8% data manager, 8% bed-
baseline information at both individual and team levels.side neonatal nurse, 5% NICU fellow, 5% general physi-
Eligible participants for the individual assessment in-cian, 5% administrative officer, 3% paediatric resident,
cluded all ANN team members at participating sites and?% medical officer, 2% public health officer, and 1%
team leaders. Assessments of ANN teams were comeach: staff nurse, IT officer, healthcare assistant, quality
pleted by the designated team leader of the neonataloordinator, and parent. Of the individual team mem-
unit's QI team. Both individual and team assessmentders, 41% (36 of 88) reported prior experience in QI.
were developed in Google Forms. Unique links were
sent via email, and responses were verified against thParticipants reported strong feelings or beliefs regarding
roster to calculate response rate and ensure only on@l on the BASIC-QI, including 73.9% strongly agreeing
response was captured per individual. with ‘Ql plays an important role in strengthening sys-
tems, such as healthcare’, 76.1% strongly agreeing with
The individual assessments were completed betweef value QI training as part of my professional develop-
July 2023 to September 2023, prior to reviewing thement’ and 72.7% strongly agreeing with ‘Using QI in
VON QI Foundations curriculum or attending national the real world will make improvements’. The minority
meetings where QI skills were applied in reviewing of participants agreed or strongly agreed that were
baseline data. Individual assessment included demoknowledgeable in fundamentals of QI, including ‘QlI
graphic information and three standardized QI assessheory’ (22.8%), ‘How QI is different than re-
ment tools: 1) Beliefs, Attitudes, Skills and Confidence search’ (28.4%), ‘Understanding processes within a sys-
in Quality Improvement (BASIC-Qi 2) the Institute tem’ (26.2%), ‘Plan-Do-Study-Act (PDSA) cy-
for Healthcare Improvement (IHI) Improvement Capa- cles’ (37.5%), ‘How to measure the impact of a
bility Self-Assessment Todf and 3) the IHI Quality change’ (30.7%) and ‘How change links to improve-
Improvement Knowledge Application Tool- Revised ment' (33%). Participants had the most confidence with
(QIKAT-R).** The BASIC-QI uses a Likert scale of their skills in ‘Identifying an opportunity for improve-
‘strongly disagree’ through ‘strongly agree’ to assessment’ with 52.3% agreeing or strongly agreeing with
individual beliefs, attitudes, skills and confidence in QI. that statement, and the least confidence in using PDSA
The IHI Improvement Capability Self-Assessment Tool cycles to plan and test a change concept with 29.5%
captures an individual's assessment of their hospital’'sagreeing or strongly agreeing with that statement. Re-
capability, with response categories of ‘just beginning’, sults of the full BASIC-QI are reported in Table 1.
‘developing’, ‘making progress’, ‘significant impact’
and ‘exemplary’. The current QIKAT-R lacks scenarios On the IHI Improvement Capability Self-Assessment
related to neonatal care, especially applicable to low and ool, just over half of participants reported that their
middle-income country contexts. Therefore, for the pur-hospital was in the ‘just beginning’ or ‘developing’
pose of this baseline assessment, three novel cases westages, including: leadership for improvement (53.4%),
developed specifically for the ANN by the first author results (55.7%), resources (54.5%), workforce and hu-
(DE) (Appendix ). Two authors (DE and MT) independ- man resources (56.8%), data infrastructure and manage-
ently scored the three novel QIKAT-R neonatal casesment (51.2%) and improvement knowledge and compe-
Each case is scored on a nine-point scale. For this bastence (56.8%) (Table 2).
line assessment, the mean, standard deviation, median
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The proportion of participants categorizing their hospi- by 18% of neonatal units, while national QI training as a

tals as achieving ‘significant impact’ was 11.4% to team was reported by 29%. Six of 17 units (35%) re-

15.9% and as ‘exemplary’ was 2.3% to 5.7%. ported collaboration with other neonatal units in QI ef-
forts, such as a QI collaborative prior to joining the

The novel neonatal cases for the IHI QIKAT-R showed ANN. Amongst team leaders, 44% reported individually

variation in applied knowledge, with scores ranging collaborating with other neonatal units in QI efforts.

from O to 8.5 or 9 out of a possible score of nine, withWhen assessing the national landscape, 29% of team

the median scores 4.5, 3.5 and 3 for each case and 11 detders reported awareness of other neonatal QI efforts

of 27 total (Table 3). in their country that might pose duplication of efforts or
confusion with the ANN while 41% reported awareness

For the team analysis, all 17 team leaders completed thef other neonatal QI efforts in their country that repre-

assessment (100%). At the time of the survey, leadersent opportunities for coordination, collaboration or

reported that 82% of units had already incorporated Qpartnership with the ANN.

into the care of patients in their unit. Thirteen of 17 hos-

pitals (77%) offered QI training to neonatal team mem-

bers prior to joining the ANN, with the IHI training and

Model for Improvement reported as the most common

offerings. Regional QI training as a team was reported

Table 1:. Beliefs, Attitudes, Skills and Confidence in Quality Improvement Scale (BASIC-QlI)

Strongly Disagree  Slightly Neither agree Slightly Agree Strongly

disagree n (%) disagree nor disagree agree n (%) agree

n (%) n (%) n (%) n (%) n (%)
Response which best reflects how you feel about each statement relating to QI:
| enjoy QI 1(1.1%) 0 2(2.3%) %5.7%) 17(19.3%) 18(20.5%) 45 (51.1%)
| am interested in QI 0 1(1.1%) 0 0 10(11.4%) 21(23.9%) 56(63.6%)
| understand the role QI plays in the 0 1(1.1%) 2(2.3%) 1(1.1%) 16(18.2%) 13(14.8%) 55(62.5%)
health care system
QI plays an important role in strengthen- 0 0 2(2.3%) 0 4(4.5%) 17(19.3%) 65(73.9%)
ing systems, such as healthcare
I value QI training as part of my profes- 0 1(1.1%) 2(2.3%) 3(3.4%) 3(3.4%) 12(13.6%) 67(76.1%)
sional development
| want to participate in QI initiatives asa 0 1(1.1%) 0 1(1.1%) 5(5.7%) 20(22.7%) 61(69.3%)
health professional
Applications of QI theory and methodolo- 0 0 1(1.1%) 1(1.1%) 7(8%) 18(20.5%) 61(69.3%)
gies can help make change to a system
Using QI in the real world will make 0 0 0 0 7(8%) 17(19.3%) 64(72.7%)
improvements
| understand the rationale for Qlinthe 0 1(1.1%) 2(2.3%) 7(8%) 9(10.2%) 24(27.3%) 45(51.1%)
real world
| believe | am knowledgeable in the following:
Ql theory 5(5.7%) 7(8%) 1(18.2%) 26(29.5%) 14 15.9%) 10(11.4%) 10 (11.4%)
How QI is different than research 6(6.8%) 3(3.4%) 9(10.2%) 25(28.4%) 20(22.7%) 14(15.9%) 11(12.5%)
Systems thinking 11(12.5%) 2(2.3%) 8(9.1%) 26(29.5%) 17(19.3%) 10(11.4%) 14(15.9%)
6 dimensions of quality 9(10.2%) 5(5.7%) 12(13.6%) 15(17%) 20(22.7%) 16(18.2%) 11(12.5%)
Understanding processes within a system 8(9.1%) 4(4.5%) 11(12.5%) 22(25%) 20(22.7%) 10(11.4%) 13(14.8%)
The Model for Improvement 9(10.2%)  4(4.5%) 10(11.4%) 22(25%) 15(17%) 10(11.4%) 18(20.5%)
PDSA cycles 8(9.1%) 4(4.5%) 9(10.2%) 18(20.5%) 16(18.2%) 15(17%) 18(20.5%)
How to measure the impact of a change 6(6.8%) 10(11.4%) 9(10.2%) 19(21.6%) 17(19.3%) 13(14.8%) 14(15.9%)
How change links to improvement 5(5.7%) 7(8%) 5(5.7%) 21(23.9) 21(23.9) 13(14.8%) 16(18.2%)
| feel confident in my skills to do the following:
Understanding quality issues 3(3.4%) 6(6.8%) 9(10.2%) 11(12.5%) 26(29.5%) 17(19.3%) 16(18.2%)
Identifying quality gaps 3(3.4%) 3(3.4%) 8(9.1%) 16(18.2%) 15(17%) 25(28.4%) 18(20.5%)
Approach QI projects 5(5.7%) 2(2.3%) 10(11.4%) 20(22.7%) 22(25%) 15(17%) 14(15.9%)
Understand root causes of quality gaps 4(4.5%) 6(6.8%) 11(12.5%) 15(17%) 20(22.7%) 20(22.7%) 12(13.6%)
Identifying an area for improvement 3(3.4%) 5(5.7%) 4(4.5%) 13(14.8%) 17(19.3%) 30(34.1%) 16(18.2%)
Application of evidence and best practicet(4.5%) 3(3.4%) 7(8%) 14(15.9%) 24(27.3%) 23(26.1%) 13(14.8%)
to the real world
Writing an aim statement 7(8%) 6(6.8%) 16(18.2%) 15(17%) 16(18.2%) 18(20.5%) 10(11.4%)

Using tools to identify areas for improve- 6(6.8%) 3(3.4%) 9(10.2%) 18(20.5%) 19(21.6%) 21(23.9%) 12(13.6%)
ment

Using the Model for Improvement 6(6.8%) 8(9.1%) 7(8%) 19(21.6%) 17(19.3%) 20(22.7%) 11(12.5%)
Using PDSA cycles to plan and test a 8(9.1%) 5(5.7%) 10(11.4%) 18(20.5%) 21(23.9%) 17(19.3%) 9(10.2%)
change concept

Designing an intervention or change 8(9.1%) 6(6.8%) 6(6.8%) 22(25%) 19(21.6%) 15(17%) 12(13.6%)
Using a family of measures to evaluate th8(9.1%) 10(11.4%) 6(6.8%) 21(23.9%) 15(17%) 19(21.6%) 9(10.2%)
impact of a change
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Table 2: Institute for Healthcare Improvement (IHI) baseline, as evidenced by low self-assessments in vari-
improvement capability self-assessment Tool ous QI fundamentals (e.g., understanding the difference
] : N between QI and research, and knowing how to measure
ust Devel- Making  Signifi-  Exem- . . . T
begin- oping  pro- il plary change impact). This disparity indicated a need for tar-
ning n (%) gress impact  n (%) geted educational strategies bridging the gap between
n (%) n(%) n(%) belief and practice, fostering the necessary skills for
Leadership 26 21 26 10 5 effective Ql initiatives.
forimprove-  (29.5%)  (23.9%) (29.5%) (11.4%) (5.7%)
ment The IHI Improvement Capability Self-Assessment Tool
Results 22 27 26 11 2 results showed that slightly over half of participants re-

25% 30.7%) (29.5%) (12.5%) (2.3% : . S . e
Resources (28 ‘) (20 R (25 R (12 0)(3 ‘) garded their hospitals as being in the ‘just beginning’ or

(31.8%) (22.7%) (28.4%) (13.6%) (3.4%) ‘developing’ stages in several QI domains. The preva-
Workforce 23 27 20 14 4 lence of reports indicating ‘significant impact’ or

0, 0, 0, 0, 0, . .
f;sdoﬂfcrggn (26.1%)  (30.7%) (22.7%) (15.9%) (4.5%)  ayemplary’ improvements was relatively low (2.3% to

Data infra- 18 27 28 10 5 15.9%), highlighting a baseline awareness of Ql's im-
structure and  (20.5%)  (30.7%) (31.8%) (11.4%) (5.7%) portance but requiring substantial work for further ad-
management vancement. These results highlighted the opportunity to
L”;g;ﬁ‘égg‘:”t (2;8_4%) (2258.4%) (2247.3%) (1101.4%) ?'4.5%) have ‘spread’ of QI capability building beyond the neo-
and compe- natal unit environment, potentially contributing toward a
tence hospital’'s adoption of a quality improvement culture.

Table 3: IHI Quality Improvement Knowledge Application ANN team leaders reported the integration of QI into
Tool- Revised novel cases developed for the African Neonatapatient care in 82% of units at baseline, reflecting a
Network. Individual participant scores prior to team training in promising improvement culture. Current limited oppor-
quality improvement and application of skills in focused QI tunities for regional or national QI training emphasized

projects the importance of ANN QI training at the start of this
Mean (SD) Median Range pilot, as well as when new teams and team members
joined the ANN. Team leaders reported that prior to the
Case 1 4.3 (2.3) 4.5 0-9 ANN, there had been limited collaboration with other
Case 2 3.8(2.5) 3.5 0-9 neonatal units, highlighting the opportunity for the ANN
Case 3 2.8 (1.7) 3 0-8.5 to foster stronger partnerships for shared learning and QI
Total 10.9 (5.4) 11 0-26 practice implementation. Although there are co-existing

national QI initiatives, 41% of team leaders emphasized
the opportunity for coordination, collaboration and part-
nership. As a leadership development community, ANN
has a responsibility to participating hospitals that open-

This study describes the baseline QI knowledge and1ess and clear communication prevail to avoid redun-

attitude of ANN team members as well as the QI experi-gigg?élzr confusion and striving for collaboration when

ence and capability of ANN teams prior to the launch of
mentored QI education and collaborative QI learning

Discussion

. . .. YThere are several important strengths for this baseline
and leadership development community. These findings ; . : S
assessment, including a high participation rate among

which represent a participation rate of 90% of team o 0 .
members and 100% of team leaders, were essential tt(()eam members (90%) and leaders (100%), rendering the

effectively tailor the QI education, support and collabo- results representative for sites currently participating in

- .y - . o the ANN. Validated and standardized tools were used to
rative activities to maximize success in this pilot phase

of the ANN, ensuring a strong foundation for sustain. 25S€ss the baseline QI knowledge and attitude of ANN

o C o team members, as well as the QI experience and capabil-
ability. Importantly, the majority of participants reported . X )
strong feelings or beliefs about the importance and im-!ty of hospitals. The published QIKAT-R lacked scenar-

pact of QI; however, they reflected that they lacked > appropriate for ihis setting and patient _popu_lahon.
The creation of novel newborn scenarios utilized in this

knowledge in the fundamentals and some key skills of, : .
. oo baseline assessment may serve as a resource to others in
QI. This combination underscored the need for the ANN . i
. : . the global neonatal QI community. A weakness of this
and the potential for meaningful improvements.

analysis, however, is that the hospital participation in the

ANN is voluntary and limited. Therefore, results are not
Self-reported QI knowledge levels were understandably : ) ;

. . . o representative of the baselines across all neonatal units
low at baseline, particularly in critical areas such as QIin sub-Saharan Africa. Althouah generalizability may be
theory and PDSA cycles, signalling an existing gap that X gng y may

could hinder the effectiveness of QI efforts within the questioned due to the self-selected nature of participat-

. s ing units, the rationale behind the ANN’s composition is
ANN if not addressed. Participants expressed favourabl%hgt for sustainability of the ANN, voluntary Sarticipa—
attitudes towards Ql's importance in healthcare im- '

. . o tion is critical. Teams need to find intrinsic value in par-
provement, yet lacked confidence in QI application at ticipation in the ANN community rather than being
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mandated to participate or with the major focus on secThrough data-driven QI education and mentorship, the

ondary gains of time-limited resources for participation. ANN is poised to expedite the journey toward future
targets of improving quality of care and outcomes for

Our baseline assessment indicates a community witlthe families we serve.

strong beliefs about QI and some important gaps in

foundational knowledge, skills and their application.

Planned areas of investment within the ANN are sup-Acknowledgments

ported by these findings, including QI education, coach-

ing/mentorship, data systems and knowledge to us&Ve are indebted to our colleagues at the following hos-

them, health system strengthening, empowerment opitals who submit data to VON on behalf of infants and

multi-disciplinary team members including families as their families: St. Paul's Millennium Medical College,

partners, and communication with leadership and stakeAddis Ababa, Ethiopia; Tikur Anbessa Specialized Hos-

holders. As the ANN embarks on mentored educatiorpital, Addis Ababa, Ethiopia; Tirunesh Beijing Hospital,

and collaborative learning, assessment-driven strategieAddis Ababa, Ethiopia; Assosa Hospital, Asosa, Ethio-

will be crucial for continued strengthening of founda- pia; Hawassa Referral Hospital, Awassa, Ethiopia; Ay-

tional QI knowledge and skills among its members. der Hospital, Mekelle, Ethiopia; Sacred Heart Hospital,
Abeokuta, Nigeria; Federal Teaching Hospital Ido-Ekiti,

Ekiti, Nigeria; King Faisal Hospital, Kigali, Rwanda;

Mengo Teaching Hospital, Kampala, Uganda; St Francis
Nsambya Hospital, Kampala, Uganda; Lubaga Hospital,
Investment in an African co-developed collaborative Ql, Kampala, Uganda; Murambinda Mission Hospital, Ha-
learning and leadership development community israre, Zimbabwe; Neocare Baby Hospital, Harare, Zim-

Conclusion

needed to make progress in achieving SDG neonatdbabwe.
targets and retain the skilled multi-disciplinary work-
force necessary to achieve positive system change. Thisunding: Bill and Melinda Gates Foundation INV-
baseline assessment documented strong beliefs regar@42791
ing the importance and impact of QI along with quantifi-
able gaps in QI knowledge, skills and their application.
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Appendix your nursing documentation for daily bedside rounds. A

teaching physician joins the trainees and providers on
IHI QI Knowledge Application Tool- Revised (QIKAT- rounds today, emphasizing the increasing problem of
R): Novel Scenarios Developed for the African Neonatalhospital-acquired infection and antimicrobial resistance.

Network This topic is especially important to you as one of your
patients died yesterday of sepsis, and you are still think-
Scenario 1: Labor and Delivery ing about that infant and family.

You are the midwife caring for mothers and babies in
the labor and delivery unit at your hospital. Today is aAs part of teaching rounds the patients are examined
busier day than usual, with six patients already deliveredogether by all the providers on rounds. Although you
this shift, the ten labor and delivery rooms all full, eight hope the team washed their hands upon entering the
patients in labor waiting in the triage space, two mid-newborn unit, you notice that after the teaching physi-
wives covering the unit and one nursing assistant admineian forgets to use the bedside hand sanitizer, the train-
istering birth vaccines, IM vitamin K and erythromycin ees follow that example and skip using it prior to exam-
ophthalmologic ointment to the infants in the postnatalining all three of your patients.
care space at the end of the hall.
You have seen this pattern on multiple occasions, and
You learn that four of the six infants delivered so far know it isn’'t specific to individuals. Over lunch, you
today needed further monitoring in the newborn unit duebegin to discuss this issue with the head nurse.
to hypothermia, which prompts a sepsis evaluation and
IV antibiotics for 7 days. It seems like this has beenScenario 3: KMC Unit
happening more often on busy days. You are concernedou are the pediatric provider assigned to cover the
that there are often three or more babies waiting for vacKMC unit today. You are happy as there are only six
cines and medications in the postnatal care area, anehother-infant pairs in the 8-bed KMC unit today, and all
when families do not provide blankets, the infants oftenthe babies are doing well, gaining weight with KMC and
wait for more than an hour in that space wearing only areastfeeding. You should be able to have plenty of
diaper. time to round, examine the babies, write daily notes and
complete the two discharges in the one-hour you have
In preparation for your hospital's monthly maternal- before your first scheduled outpatient clinic patient ar-
newborn health team meeting, you decide to share yourives.
concerns and begin a conversation about the current
approach to immediate postnatal care of infants born aThe first discharge, however, takes longer than antici-

your hospital. pated as the mother speaks a language that you do not
understand. After searching around, you were able to
Scenario 2: Newborn Unit find a cleaner from the pediatric floor that speaks her

You are a bedside nurse in the inpatient newborn unit atanguage and review plans for continued KMC at home
your hospital, today caring for three preterm patients.and outpatient follow-up. The mother nods to show
One patient is an infant born at 33 weeks’ gestationalinderstanding and has no questions.
age, admitted for prematurity with respiratory distress
syndrome and sepsis evaluation, now 5 days of agelhe mother of the second infant is surprised to learn that
breathing comfortably in room air with occasional epi- they are being discharged today. She notes that she has
sodes of apnea of prematurity requiring stimulation,been present, living in the KMC unit for 4 weeks, but
receiving IV ampicillin and gentamicin, and beginning hadn't been alerted that they were nearing discharge.
to learn to breastfeed directly and cup feed. Your secShe is excited to hear the positive feedback on the in-
ond patient was born at 29 weeks’ gestational age, adfant's growth and clinical stability but is nervous about
mitted for prematurity with respiratory distress syn- her ability to continue to care for the infant at home
drome and sepsis evaluation, now 2 days of age, withvhen her usual demands in the house return. She also
retractions, grunting, fair aeration on auscultation andlives in a remote village and does not think a two-hour
escalating oxygen requirement, currently on CPAPdrive for the hospital’'s high-risk infant follow-up clinic
6cmH0, FiO, 0.45, receiving IV vancomycin and cefo- will be financially and logistically feasible.
taxime, with coverage broadened earlier today due to
increasing respiratory distress. Your third patient wasAlthough these patients do not seem medically complex,
born at 36 weeks’' gestation and was admitted todayou realize you underestimated the time that supporting
from home at 2 days of age for jaundice and sepsithem on the day of discharge might take. It also makes
evaluation, found to have ABO incompatibility and you reflect that preparation for discharge is often a 5-
hemolysis, currently receiving maximum phototherapy minute conversation accompanied by an appointment
with total serum bilirubin level 2 points under the card. You are frustrated that you are now late for clinic,
threshold for exchange transfusion and IV ampicillin but more worried that the current system for discharge is
and gentamicin. not meeting the needs of the families you care so much
about.
After replacing two of the peripheral IVs, you prepare
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QIKAT-R Prompts for Each Case

Please answer each of the following questions as if you
were developing a program to investigate and improve
the problem presented above.

*  What would be the aim?
* What would you measure to assess the situation?
» ldentify one change that might be worth testing.

Revised QIKAT-R Scoring Rubric
Each item receives one point if the response adequately

addresses the item and zero points if it does not. The
total possible score is 9 points for each scenario.

3 points for the AIM. The AIM ...

Al: is focused on the system-level of the problem presenijed.

A2: includes direction of change (increase or decrease)

A3: includes at least orspecific characteristic such as mag
nitude (% change) or time frame

3 points for the MEASURE. The MEASURE...

M1: is relevant to the aim.

M2: is readily available so data can be analyzed over timg.

M3: captures a key process or outcome.

3 points for the CHANGE. The CHANGE...

C1: is linked directly with the aim.

C2: proposes to use existing resources.

C3: provides sufficient details to initiate a test of change.
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